Mental Healthcare for Youth with Type 1 Diabetes:  A Call for Integrated Screening, Prevention and Intervention by Nelson, Kirsten
University of North Dakota 
UND Scholarly Commons 
Nursing Capstones Department of Nursing 
Spring 5-15-2020 
Mental Healthcare for Youth with Type 1 Diabetes: A Call for 
Integrated Screening, Prevention and Intervention 
Kirsten Nelson 
University of North Dakota, kirsten.a.nelson@ndus.edu 
Follow this and additional works at: https://commons.und.edu/nurs-capstones 
 Part of the Nursing Commons 
Recommended Citation 
Nelson, Kirsten, "Mental Healthcare for Youth with Type 1 Diabetes: A Call for Integrated Screening, 
Prevention and Intervention" (2020). Nursing Capstones. 323. 
https://commons.und.edu/nurs-capstones/323 
This Independent Study is brought to you for free and open access by the Department of Nursing at UND Scholarly 
Commons. It has been accepted for inclusion in Nursing Capstones by an authorized administrator of UND 
Scholarly Commons. For more information, please contact und.commons@library.und.edu. 





Mental Healthcare for Youth with Type I Diabetes: 
A Call for Integrated Screening, Prevention, and Intervention 
  
Kirsten Nelson 
Bachelor of Science in Nursing, University of Colorado, 2003 
 
 
Independent Study Submitted in Partial fulfillment  
of the Requirements for the Degree of 
Master of Science in Nursing 
 
University of North Dakota 
June 2020 
  




Title Mental Healthcare for Youth with Type I Diabetes:  
A Call for Integrated Screening, Prevention, and Intervention 
Department  Nursing 
Degree  Master of Science 
In presenting this independent study in partial fulfillment of the requirements for a graduate degree 
from the University of North Dakota, I agree that the College of Nursing and Professional Disciplines of 
this University shall make it freely available for inspection. I further agree that permission for extensive 
copying or electronic access for scholarly purposes may be granted by the professor who supervised my 
independent study work or, in her absence, by the chairperson of the department or the dean of the 
School of Graduate Studies. It is understood that any copying or publication or other use of this 
independent study or part thereof for financial gain shall not be allowed without my written permission. 
It is also understood that due recognition shall be given to me and to the University of North Dakota in 




Signature ___ _________________________ 
 
  




                                                                              3 
 
Abstract 
Adverse mental health outcomes comprise the leading complication of type 1 diabetes (TID) in children 
and adolescents (Cameron & Northam, 2012). Comorbid mental health conditions lead to decreased 
adherence, worsening glycemic control, increased family conflict, poor self-image, and decreased quality 
of life (QOL). Evidence shows 20-50% of youth with TID sought mental healthcare over a five year period 
yet less than 4% received any form of care during that time (Cameron & Northam, 2012; Jaser, 2010). 
This literature review was based on review of a case involving a 10 year old male “Benji” whose mother 
brought him to clinic requesting a second opinion after seeking mental healthcare for “Benji” for five 
years without benefit. Historical diagnoses included oppositional defiant disorder (ODD), attention 
deficit hyperactivity disorder (ADHD), and reactive attachment disorder (RAD); medical history was 
significant for diagnosis of TID at age 4. Per report, previous providers avoided or limited medications 
secondary to concerns regarding TID. After careful evaluation and review of collateral information, Benji 
received diagnoses of social anxiety disorder, ADHD and post traumatic stress disorder (PTSD). It was 
also determined that Benji’s disruptive behavior occurred secondary to unrecognized hypoglycemic 
events at school. This literature review addresses four objectives. First, document the prevalence of 
psychosocial dysfunction in youth with TID. Second, review current recommendations for the mental 
healthcare of this population. Third, present results from studies of screening, prevention, and 
intervention measures. Fourth, establish the need for integrated mental healthcare in routine TID care 
centers. Findings indicated that research on comorbid mental health in youth with TID remains scarce. 
Despite recommendations for routine screening and intervention, children and adolescents continue to 
encounter barriers to care, experience negative diabetes outcomes, psychosocial dysfunction, and 
decreased QOL. Research is needed to establish efficacy of integrated, routine mental health and 
diabetes specific care for youth with TID. 
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Mental Healthcare for Youth with Type I Diabetes: 
A Call for Integrated Screening, Prevention, and Intervention 
Mental health consequences of type 1 diabetes (T1D) represent the largest and fastest growing 
category of complications of illness, particularly in youth (Cameron & Northam, 2012; Johnson et al., 
2013; Chiang et al., 2018). The psychological and behavioral demands of diabetes care exceed that of 
any other chronic illness given that responsibility for 95% of disease management rests with the patient 
(Chiang et al., 2018). This demand for continuous ongoing self-management makes the interaction 
between development and adjustment to disease inseparable for youth with T1D (Dahan & McAfee, 
2009).  Diabetes affects every domain of the patient's life: personal identity, interpersonal relationships 
with family, peers, educators, and the community. It affects cognitive status both temporarily and 
progressively, tolerance of and ability to take part in physical activities, and perception of belonging and 
place within society.  
Onset of illness often goes unnoticed until late signs of polydipsia, polyuria and polyphagia 
accompanied by weight loss occur, and even these frequently go unnoticed until the individual develops 
diabetic ketoacidosis (DKA), a life threatening condition that requires immediate hospitalization and 
intensive treatment (Chiang et al., 2018; Silverstein et al., 2005). Diagnosis often comprises a traumatic 
event for patients, followed by a period of sudden, significant alteration in lifestyle (Cameron et al., 
2007). This includes transitioning to a highly regimented daily routine in which the patient must monitor 
blood glucose via finger stick 6 to 8 times daily, administer insulin 4 to 6 times daily, receive intensive 
education on the various types of insulins and calculations required for carbohydrate counting and 
insulin correction factors for the management of hyperglycemia (Chiang et al., 2018; Dahan & McAfee, 
2009). The amount and types of food eaten typically change, as does the timing and intensity of physical 
exercise as the child or adolescent must learn and adapt to the manner in which exercise affects their 
insulin sensitivity or resistance.  
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Coinciding with this period of intense change, children and adolescents newly diagnosed with 
T1D typically experience a honeymoon period 3 to 6 weeks after diagnosis in which fatigued but still 
present beta cells start producing and secreting insulin, causing a significant reduction in the amount of 
insulin required (Chiang et al., 2018; Dahan & McAfee, 2009). The honeymoon period often interferes 
with patients' acceptance of and adjustment to disease diagnosis. The speed and intensity with which 
these changes occur, may interrupt the grieving process and successfully navigating that grief plays a 
significant role in acceptance of the child or adolescent's new normal (Silverstein et al., 2005; Dahan & 
McAfee, 2009). Day to day management of glucose control is affected by mood, anxiety, stress, exercise, 
illness, growth and development, and hormone fluctuations to name a few (Stewart et al., 2005; Mehta 
& Wolfsdorf, 2010; Chiang et al., 2018).  
Numerous psychosocial implications of diagnosis require consideration. Diagnosis itself may be a 
cause for development of acute stress reaction or PTSD (Delamater et al., 2018; Fogel & Weissberg-
Benchell, 2010; Mehta & Wolfsdorf, 2010; Northam et al., 2005). The financial and care burdens may 
negatively affect parents and impact parent-child relationships. Younger children diagnosed with T1D 
may not possess the ability to communicate or even understand their experience of hypo and 
hyperglycemia (Chiang et al., 2018; Mehta & Wolfsdorf, 2010). Older children and adolescents may 
resent not just the immense nature of change involved, but perceive parental involvement as intrusive 
or experience abandonment, insecurity, and lack of safety in response to the uninvolved or under 
involved parent (Ekshtain et al. 2010; Fogel & Weissberg-Benchell, 2010). The youth with diabetes may 
perceive siblings as receiving greater privileges, while nondiabetic siblings may perceive the youth with 
diabetes as receiving more attention (Dahan & McAfee, 2009). Parents, particularly maternal caregivers, 
face a greater risk for maladaptive coping as they recognize the child's lifetime burden. This may in turn 
result in feeling of guilt, development of maternal depression, favoring the diabetic child 
unintentionally, or becoming overly controlling and strict around aspects of care such as foods allowed, 
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mealtimes, medical visits, frequency of care interventions, etcetera (Dahan & McAfee, 2009; Fogel & 
Weissberg-Benchell, 2010).  
This sets the stage for parent-child conflict over diabetes care as the child or adolescents grows 
older and begins transitioning to independent care. Parental concerns for the safety and physical 
wellbeing of their teen diagnosed with TID conflicts with the impulsivity, risk taking behavior, 
exploratory endeavors common in late adolescence (Fogel & Weissberg-Benchell, 2010; Nefs et al., 
2019). Psychosocial development is further affected by perception of self as other or different from 
peers. For youth of all ages, this may be compounded by misguided educators who attempt to police 
food and activity, or share the youth's diagnosis with peers without first asking (Mehta & Wolfsdorf, 
2010). Diabetes care necessitates trips the school nurse office, even when youth have demonstrated 
ability to manage independently, secondary to state and local public health regulations Chiang et al., 
2018; Mehta & Wolfsdorf, 2010). Hyperglycemia and hypoglycemia both cause increased mood lability 
and irritability which peers and educators may misconstrue (Chiang et al., 2018; Dahan & McAfee, 
2009).  
Case Review 
The patient was a 10 year old male brought in by mother requesting a second opinion. “Benji” 
appeared shy, reserved, and timid; tried to hide behind his mother, curled into a ball in chair next to her 
and avoided making eye contact with or speaking to this writer. Patient’s mother stated patient 
historically experienced significant difficulty with meeting new people, persistently feared going to new 
places, and verbalized frequent fear of being embarrassed. Mother reported she had unsuccessfully 
sought care for patient for five years. Per mother and review of records patient’s historical diagnoses 
included ADHD combined type, oppositional defiant disorder (ODD), and reactive attachment disorder 
(RAD), medical history was pertinent for diagnosis with T1D at age 4. Despite noticeable improvement 
with Concerta started by family pediatrician, the psychiatric provider “Benji” was referred to elected to 
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discontinue this medication at his initial psychiatric evaluation secondary to his diagnosis of T1D and 
concerns regarding adverse medication effects.  
At the time of this evaluation, “Benji” was taking sertraline 50mg qam, venlafaxine XR 37.5 mg 
qam, and aripiprazole 1.5mg qhs. “Benji’s” mother noted that aripiprazole had been started one year 
ago with intent to increase to 4mg, with the most recent dose increase occurring two weeks ago. Both 
patient and mother denied improvement in emotional or behavioral dysregulation with this medication 
regimen. Patient’s mother verbalized frustration, stating she had consulted with endocrinology team 
multiple times, and despite assurances they had no concerns or recommended dosage changes 
secondary to T1D, external mental health providers continued to avoid or limit medications out of 
concern. Benji’s mother endorsed continued daily calls from school regarding behavior disruptions 
which consistently occurred late morning and midafternoon.  
Patient historically experienced difficulty with sleep, occasional excessive guilt or worthlessness, 
and difficulty with concentration or sustained attention in school and at home. “Benji’s” mother further 
reported that patient had always avoided social situations or having to speak or perform in front of 
others apart from football. “Benji” exhibited consistent fear that he would act in a way that would cause 
ridicule or embarrassment. Both patient and mother agreed most of his irritability and behavioral issues 
in school, such as running out of class, were related to this fear. Patient reportedly never wanted to 
attend peers’ birthday parties, struggled in crowded stores, did not like to attend parades, holiday 
events, or large family events. No history of assaultive behavior at school, home, or in extracurricular 
activities. 
After thorough evaluation, review of records, and collateral information including Vanderbilt 
ADHD parent and teacher questionnaires, Children’s Depression Inventory (CDI) and the Screen for Child 
Anxiety Related Disorders (SCARED), “Benji” received diagnoses of social anxiety disorder (SAD), severe; 
ADHD, combined type, and PTSD secondary to medical trauma. It was determined that his disruptive 
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behavior in school occurred secondary to unrecognized hypoglycemic events. This writer consulted with 
“Benji’s” endocrinology team regarding medications and a 504 accommodation plan for school. This 
plan included increased oversight of diabetes care secondary to persistent hypoglycemia after morning 
snack and lunch that had previously gone unrecognized by school staff. “Benji” continued to manage 
diabetes care with a continuous insulin pump and Dexcom G6 continuous glucose monitoring (CGM) 
system. His mother received education on the low glucose suspend feature of the Tandem pump and 
Dexcom G6 system and was encouraged to download this software upgrade for “Benji’s” safety, physical 
wellbeing, and mental health. All team members agreed with a retrial of methylphenidate ER 18mg 
along with a slow taper and discontinuation of venlafaxine. “Benji’s” care providers further agreed on 
assessment of response to these medication changes before adjusting sertraline or aripiprazole. Finally, 
this writer referred “Benji” and his family for cognitive behavioral therapy (CBT) to support and mitigate 
both social anxiety family discord. By his three month follow up, “Benji” and his mother reported 
persistent positive gains in school, significant decline in and subsequent absence of behavioral 
outbursts, and improved recognition of behaviors representative of hypoglycemia by “Benji” and school 
staff.  
Literature Review 
Objective and Method 
The objectives of this integrative review were to document and describe the increased incidence 
and prevalence of comorbid psychosocial conditions in children and adolescents with TID, to document 
barriers to mental health care for youth with TID, and finally, to explore effective screening, prevention, 
and early interventions for these comorbid conditions. The literature search was conducted on the 
following online databases via UND School of Medicine and Health Sciences Library Access: CINAHL 
Complete, Clinical Key, Cochrane Databases, Health Services and Sciences Research Resources, JSTOR, 
MEDLINE Complete, Medline Plus, PsycINFO, PsycArticles, Psychiatry Online, and PubMed. Key words 
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included type 1 diabetes, youth, children, adolescents, psychosocial dysfunction, psychosocial distress, 
self-efficacy, quality of life, depression, anxiety, behavior disorders, mood disorders, diabetes distress, 
psychological distress, screening, assessment, prevention. 
The search was initially limited to a 6-year period from 2013 to 2019, and subsequently expanded to 15 
years due to scarcity of research articles on the selected topic. Articles yielded by the various databases 
were imported to Mendley. Publications cited in reference lists and meeting the inclusion criteria were 
considered. Duplicates were removed. The remaining publications were screened based on their titles, 
abstracts, and keywords against inclusion criteria. Excluded from consideration were a total of 79 
journal articles or systematic reviews that evaluated only type 2 diabetes, adults with type 1 and /or 2 
diabetes, studies that failed to differentiate between types of diabetes, articles that focused solely or 
primarily on care and management of glycemic control, as well as articles that discussed the prevalence 
and treatment of comorbid psychosocial conditions and several chronic medical illness in youth 
including but not limited to type 1 diabetes. 
As noted by the American Diabetes Association (ADA), a paucity of research in the area of 
comorbid psychosocial dysfunction and T1D in children and adolescents exists to date (ADA, 2017). 
Additionally, the majority of the evidence reviewed stems from partially randomized controlled trial 
studies in which investigators possessed knowledge of which treatment arm a study participant was 
randomized to by necessity (ADA, 2017). These and cohort studies typically take place in centers specific 
to the care of type I diabetes in the pediatric population, and identification of potential participants 
occurs via invitation with the promise of monetary compensation for the youth’s time. The resulting 
selection bias cannot be fully controlled for, and at times, too few participants volunteer resulting in 
either small sample sizes or case studies (ADA, 2017). For the purpose of this literature review, this 
writer excluded case studies, those studies with extremely small sample size, or in which less than 70% 
of participants completed study protocol, in order to preserve a higher level and quality of evidence. 
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Included for review were 44 journal articles concerning the prevalence of comorbid psychiatric 
conditions in children and adolescents with T1D, screening, prevention, early interventions, and/or 
identified treatment interventions specific to  care of youth with T1D and psychosocial comorbidities. 
Available studies pertinent to the presence of psychosocial distress included diabetes distress, 
depression, anxiety, family discord, impaired interpersonal relationships, impaired perception of self-
such as self-worth, self-efficacy, and autonomy verses dependence and health care related quality of life 
(HQROL) and / or quality of life (QOL) which are often treated as equivalent in meaning. The second 
section of this literature presents exiting evidence and recommendations for screening, prevention, or 
early intervention. 
General Prevalence of Psychosocial Dysfunction 
Cameron et al. (2007) documented a clinically significant association between diagnosis of T1D 
in children or adolescents and health related QOL in the domains of physical, psychological, and family 
wellbeing. Results from a systematic review of clinical trials (Cameron et al., 2007) indicate 30% of 
children diagnosed with T1D develop an adjustment disorder within the first three months of diagnosis. 
While these can resolve, failure to diagnose and promptly treat increases lifetime risk and prevalence for 
continued or recurrent psychiatric disorders (Alvar et al., 2018; Johnson et al., 2013). One longitudinal 
study calculated ten year and lifetime prevalence rates for psychiatric disorders in youth with T1D as 
47% and 37% respectively (Cameron et al., 2007). Most common diagnoses included depressive 
disorders with a prevalence rate of 27% at 10 years duration of TID diagnosis, a result replicated in 
several follow up studies (Cameron et al., 2007; Cameron & Northam, 2012). One such study noted a far 
higher degree of consistency between parent and child report of depressive symptoms than noted in the 
general population (Cameron & Northam, 2012). Several longitudinal studies have found that anxiety 
disorders and disruptive behavior disorders also occur with higher prevalence in youth with T1D (19% 
and 20% respectively) compared to their nondiabetic peers; 60% of participants met criteria for more 
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than one diagnosis (Cameron et al., 2007; Cameron & Northam, 2012). In a meta-analysis of 14 clinical 
trials with a high level of evidence and internal validity, Buchberger et al. (2016) found a statistically 
significant prevalence of depression (30.04%) and anxiety (32%) in youth with T1D and that significantly 
elevated glycated hemoglobin, more commonly referred to as hemoglobin A1C (HbA1C), levels (>7.6) 
correlated with reported symptoms of depression and /or anxiety.  
In another study (Butwicka et al., 2016), 207 children and adolescents and their parents were 
provided with comprehensive psychiatric evaluation and assessment by a child, adolescent psychiatrist 
and a psychologist not associated with the child's diabetes care. 31.9% of participants met criteria for at 
least one psychiatric diagnosis at some point in their lifetime, while 27% met criteria at the time of the 
evaluation (Butwicka et al., 2016). The most common diagnoses included anxiety disorders, disruptive 
behavior disorders and mood disorders with no variations in prevalence related to gender, age at 
diagnosis, length of diagnosis, or parental education noted (Butwicka et al., 2016). In similar studies, 
HbA1C levels in participants meeting diagnostic criteria for a psychiatric disorder were significantly 
higher than baseline and health related quality of life (HRQOL) measures for those meeting diagnostic 
criteria for psychiatric conditions were significantly lower than in nondiabetic peers meeting criteria for 
a psychiatric disorder (Murillo et al., 2017; Buchberger et al., 2016; Herzer & Hood, 2010). 
Stress and psychological dysfunction directly influences the endocrine pathways responsible for 
metabolic control (Buchberger, 2016). During puberty, the direct relationship between hormone 
fluctuations and increased difficulty maintain metabolic control is evidenced by increased insulin 
resistance(Cameron et al., 2007). Resulting mood lability and increased irritability and angry outbursts 
correlate with hyperglycemia during this period of development and illustrate the significant impact of 
metabolic control on mood(Cameron et al., 2007). Research has traditionally implied a unidirectional 
relationship between mood, adherence to selfcare recommendations and metabolic control (Dusan et 
al., 2010). More recently, studies suggest this is in fact bidirectional as evidenced by results from one 
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study in which each 1% increase in HbA1C, correlated with a 27% increase in the probability of 
depressive symptoms (Cameron et al., 2007; Cameron & Northam, 2012).  Adolescents with T1D who 
exhibited increasing levels of aggression, explosive anger, and / or impaired attention were twice as 
likely to have HbA1C results of 9.0mg/dL or greater (Buchberger, 2016). Finally, youth with T1D and 
comorbid mood or behavior disorders experience a significant increase in hospitalization for 
complications of diabetes such as DKA (Chiang et al., 2018; Dusan et al., 2010; Johnson, 2013). 
Depression and Diabetes Related Distress  
Youth with T1D experience a higher prevalence rate of depressive disorders, approximately 21 
to 32% compared to 9 % in nondiabetic peers (Harris et al., 2009; Hood et al., 2018). Conclusive 
evidence demonstrates not just a correlation but interrelationship between the presence of depressive 
symptoms and poor glycemic control (Fogel & Weissberg-Benchell, 2010). Children and adolescents with 
TID and comorbid depressive disorders experience a higher rate of complications of diabetes, namely 
severe hypoglycemia and hyperglycemia, more frequent emergency department visits, and a far higher 
rate of hospitalization (Dahan & McAfee, 2009; Zduncyzk et al., 2014).  Results from a systemic review 
(Alvar et al., 2018) documented a higher incidence of attempted suicide in children and adolescents 
diagnosed with T1D and MDD compared to those diagnosed with major depressive disorder (MDD) 
alone, even when controlled for common risk factors. 
Several studies highlight risk factors associated with depression in children with T1D, which 
include low socioeconomic status, barriers to accessing healthcare such as inadequate or no insurance, 
elevated body mass index (BMI) in the overweight or obese range which causes increased insulin 
resistance, being female, African American, Hispanic, Asian, or Native American (Alvar et al., 2018). The 
burden of care inherent in managing TID along with necessary lifestyle changes often leads to the 
perception of self as other or different which contributes to depressive symptoms in patients with 
diabetes (Alvar et al., 2018; McGrady et al., 2009). Despite decades of research documenting the 
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increased prevalence and incidence of depression in children and adolescents with T1D, no tool specific 
to screening for comorbid depression exists, nor does universal recommendation for a specific tool or 
screening protocol (Cameron & Northam, 2012; Alvar et al., 2018). Due to the absences of a consistent 
or standard method of screening for depression in youth with T1D, many cases of comorbid depression 
go undiagnosed (Alvar et al., 2018). The lack of adequate treatment at an earlier stage of depressive 
disorder results in moderate to severe recurrent major depression, yet research clearly shows that 
untreated depression in children with T1D leads to deterioration in glycemic control and other serious 
health complications (Stewart et al., 2005; McGrady et al., 2009).  
McGrady and Hood (2011) assessed 144 adolescents with T1D for depression by administering 
the CDI either before or immediately following routine clinic visit for care of T1D. Of those surveyed, 
23% endorsed depressive symptoms meeting clinically significant cut off point for moderate to severe 
depression as evidenced by CDI score > 13 (McGrady & Hood, 2010). Of interest, those adolescents 
endorsing clinically significant depressive symptoms ranked the following symptom subscales of greatest 
concern: ineffectiveness, negative mood, anhedonia, negative self-esteem, and interpersonal 
relationship discord (McGrady & Hood, 2011).  
Hood et al. (2011) conducted a randomized control trial of 145 adolescents aged 13 to 18 years 
in which they evaluated the relationship between prevalence and severity of depressive symptoms, 
frequency of blood glucose monitoring and glycemic control as measured by HbA1C. Over a period of 6 
months, an increased severity in depressive symptoms positively correlated with decreased frequency of 
blood glucose monitoring and a corresponding increase in HbA1C (Hood et al., 2011). Study results 
support the contention that the relationship between depression and glycemic control is cyclic rather 
than linear, and underscores the importance of screening, prevention, early detection, and treatment 
interventions for comorbid depression in adolescents with T1D (Zduncyzk et al., 2014; Hood et al., 
2018). Increased frequency of hyperglycemia may in fact comprise an early manifestation of worsening 
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depression, as well as compound depressive symptoms via resulting systemic inflammation caused by 
hyperglycemia (Alvar et al., 2018; Zduncyzket al., 2014). 
The requirements of daily diabetes management constitute a burden for all diagnosed with T1D, 
but for youth, diabetes specific stress (DSS) often entails a wider array of issues given the impact daily 
care has on social life, and the daily activities of children and teens (Baucom et al., 2015). Children and 
teens are more likely to forget supplies necessary for daily management tasks, be less inclined to carry 
such supplies with them given the social repercussions, as well as resistant to carrying out those tasks 
visible to peers secondary to real or perceived judgement they are seen as different from their peers 
(Butwicka et al., 2016). Baucom et al. (2015) found that 40% or less of 175 adolescents studied met 
recommended selfcare requirements; per the ADA this involves assessing glucose four to six times a day, 
having 60% of glucose readings within the target range of 70 to 150mg/dL, and glucose management 
with carbohydrate counting and insulin correction factors (Silverstein et al., 2005). 
While DSS comprises an anticipated component of diabetes care that affects adherence, 
researchers note that the perception of DSS more significantly affected compliance with care 
recommendations than objective measures of DSS (Baucom et al., 2015; Hagger et al., 2016). 
Adolescents who perceived a higher burden of care and diabetes specific distress possessed higher 
HbA1C results, increased symptoms of depression and lower QOL scores (Ashraff et al., 2013).  
Depressive symptoms resulted in greater perception of DSS and its severity (Ashraff et al., 2013). 
Researchers further documented a relationship between the severity of reported DSS over time, the 
severity of depressive symptoms, decreasing adherence with diabetes self-care recommendations and 
worsening glycemic control (Baucom et al., 2015; Ashraff et al., 2013).  
Anxiety Disorders  
While the increased prevalence of depression in children and adolescents with T1D has been 
well documented, far fewer studies to date have specifically looked at the prevalence of anxiety 
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disorders in youth with TID (Herzer & Hood, 2010). In those few that have been published, results 
indicated that 18 to 20% of youth with T1D receive a diagnosis of anxiety before reaching adulthood 
(Silverstein et al., 2005; Herzer & Hood, 2010). Adolescents with T1D identify feeling overwhelmed, 
constantly stressed out, experience anxiety over time management, social anxiety, fear of 
embarrassment, ridicule, and anxiety or fear of the future in terms of complications and affordability of 
care as areas for support and intervention (Buchberger et al., 2016; Serlachius et al., 2012). 
Concerned with the absence of screening recommendations for anxiety in youth with TID, 
Recehenberg et al. (2017) conducted a retrospective review of clinical trials between 1990 and 2015 to 
ascertain the prevalence of anxiety disorders in children and adolescents with T1D, as well as the effect 
on selfcare, glycemic control, health outcomes, and QOL. Study authors operationalized two types of 
anxiety for review, “trait anxiety” which they defined as a measure of an individual’s tendency to 
respond to a stimulus with anxious emotions or mindset and “state anxiety” which the authors defined 
as the transient physiological changes associated with feelings of stress, tension or fear (Rechenberg et 
al., 2017). Across the 20 studies that met inclusion criteria, the prevalence of anxiety symptoms in 
children and adolescents with T1D was 21.3% and the prevalence of diagnosed anxiety disorders 19.6% 
(Rechenberg et al., 2017). With respect to health outcomes, 75% of the studies identified a correlation 
between symptoms of anxiety and impaired glycemic control, decreased adherence to selfcare 
recommendations, increased family conflict, anticipatory fear of hypoglycemia, comorbid depressive 
symptoms, and lower QOL (Rechenberg et al., 2017). In both this and other studies, social anxiety 
strongly correlated with lower QOL and decreased adherence to diabetes self care recommendations 
(Buchberger et al., 2016; Rechenberg et al., 2017; Herzer & Hood, 2010).  
Eating Disorders  
Adolescent females with T1D possess twice the risk for development of an eating disorder or 
disordered eating behavior compared to non-diabetic peers (Dahan & McAfee, 2009; Jaser, 2010). By 
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2012, just over one third of all adolescent and young adult females with T1D endorsed restriction or 
omission of insulin for the purpose of weight loss (Jaser, 2010). Attention to carbohydrates and control 
of intake involved in diabetes self-management predisposes adolescents with T1D to the rigid and 
distorted thinking patterns surrounding food, weight loss and ideal body weight characteristic of 
anorexia, bulimia and binge eating disorder (BED) (Dahan & McAfee, 2009; Jaser, 2010). Weight loss for 
adolescents with T1D proves difficult, and perception of TID as a negative aspect of self may result in 
maladaptive efforts to lose weight, which typically entails a reduction in the quality of self care (Chiang 
et al., 2018; Dahan & McAfee, 2009). An eating disorder specific to T1D, diabulimia, involves omission of 
insulin to promote weight loss through resulting ketoacidosis (Dahan & McAfee, 2009). Frequent or 
chronic ketoacidosis results in immediate and long term physical and cognitive deficits and may become 
fatal via diabetic coma or cardiovascular arrest (Jaser, 2010; Dahan & McAfee, 2009).  
Studies indicate the prevalence of disordered eating in girls and women with T1D has reached 
25%, far higher than the prevalence of disordered eating in adolescent and young adult females (Fogel & 
Weissberg-Benchell, 2010). A longitudinal study that followed adolescent and young adult females with 
T1D and comorbid disordered eating experienced higher rates of metabolic dysfunction, increased risk 
of cardiac dysfunction including cardiac arrest and arrhythmias, increased risk of microvascular 
dysfunction such as diabetic retinopathy, nephropathy, and neuropathy (Fogel & Weissberg-Benchell, 
2010). Physiological impairments proved so severe that all study participants faced a threefold increased 
relative risk of death during the study (Fogel & Weissberg-Benchell, 2010).  
Social Life and Interpersonal Relationships  
Psychosocial risk factors for impaired perception of self and/ or maladaptive adjustment to TID 
in children and adolescents include increased stress from the burden of care, parental and healthcare 
provider expectations, feeling pressured by friends, family or educators to complete diabetes care needs 
quickly, simply as a result of the time intensive nature of managing T1D, or feeling pressured to perform 
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perfect care (Mulvaney et al., 2011).  Embarrassment and stigma may be experienced as a result of 
having to complete care needs in social settings. This in turn negatively affects sense of belonging, 
acceptance, self-worth, and identity development (Ashraff et al., 2013; Mulvaney et al., 2011). 
Reflection on the frequency and prevalence of these risk factors and the psychiatric conditions that may 
develop as a result of persistent, untreated causative factors serves to underscore the importance of 
screening, prevention, and early intervention.  
The presence or absence of support from peers plays a significant role in the adjustment to, 
acceptance of, and management of T1D, particularly when tasks of diabetes self-management interrupt 
or cause delays in participation, a frequent source of embarrassment cited by youth with T1D (Serlachius 
et al., 2012). A common reason for omission of care elements such as glucose finger sticks, insulin 
injection, or programming insulin dose on an infusion pump. In two separate studies of adolescents 
responding via self-report survey, negative peer reactions or perceived negative peer reactions resulted 
in decreased self-management activities, increased diabetes related and general stress, and lower QOL 
rating (Fogel & Weissberg-Benchell, 2010; Ashraff et al., 2013).  
Family Discord  
Most youth with T1D and their families experience some level of conflict, frequently between 
parent and child with respect to diabetes care, predominantly regimen adherence, glycemic control, or 
both (Harris et al., 2009; Whittemore et al., 2014). However, persistent family discord resulting in 
maladaptive behaviors on the part of the youth with T1D, parents, or siblings correlates with poor 
adherence to diabetes self-management recommendations, poor glycemic control, higher levels of 
depressive symptoms for both the child with T1D and the parent who serves as their primary medical 
caregiver (Eckshtain et al., 2010; Young et al., 2014; Fogel & Weissberg-Benchell, 2010).  
Family dynamics play a significant role in disease acceptance, distress tolerance, self-efficacy, 
and glycemic control (Harris et al., 2009; Young et al., 2014). Research further indicates that the burden 
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of care and diabetes related family discord play a significant role in development or severity of comorbid 
psychiatric conditions (Harris et al., 2009; Northam et al., 2005). Demands of diabetes care most 
significantly impacts family cohesion, interpersonal relationships between family members and parent-
child communication (Eckshtain et al., 2010; Cameron et al., 2007). Maladjustment to diagnosis often 
appears at the family level as well, most critically in mothers of youth with T1D and non-diabetic siblings 
(Serlachius et al., 2012; Whittemore et al., 2014). One study of a large cohort in Europe demonstrated 
that nearly 21% of mothers and 8% of fathers exhibited persistent symptoms of PTSD more than a year 
following diagnosis (Cameron et al., 2007). Exacerbation of PTSD symptoms in parents frequently occurs 
with subsequent hospitalization of the child with T1D for complications of diabetes such as DKA 
(Eckshtain et al., 2010; Nefs et al., 2019). 
Diabetes related family conflict, particularly negative or critical parenting, has a direct 
correlation with declining glycemic control, poor diabetes self-management, and low QOL (Nefs et al., 
2019; Serlachius et al., 2012). Results from one study indicate a greater negative impact of diabetes 
related family discord on QoL than treatment intensity. Conversely, adolescents who perceive parental 
acceptance of self-management measures and autonomy correlate with improved glycemic measures, 
family cohesion and positive psychosocial outcomes (Eckshtain et al., 2010; Jaser, 2010; Serlachius et al., 
2012). As noted by the ADA, parental involvement in the management of diabetes within a shared 
responsibility and gradual release framework results in improved metabolic outcomes (Chiang et al., 
2018; Silverstein et al., 2005). Parenting styles that involve too little or too much parental involvement 
in the management of diabetes in adolescents results in poor adherence, worsening glycemic control, 
and unsuccessful transition to adulthood. (Northam et al., 2005; Whittemore et al., 2014) 
The Current State of Mental Health Care for Youth with T1D 
 Individuals with TID largely fail to achieve goals identified by current practice guidelines despite 
advances in technical tools and insulin analogues (Silverstein et al., Chiang et al., 2018). In order to 
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achieve optimal health outcomes, Mehta (2010) notes patients “require significant psychosocial 
support, ongoing education, and guidance from an integrated, interdisciplinary diabetes team.” 
Buchberger et al. (2016) note that international guidelines for the care of T1D reflect acceptance and 
attention to the complex interaction T1D management and mental health, and call for implementation 
of two key recommendations: standard and consistent screening for both psychosocial risk factors and 
psychological comorbidities such as depression and anxiety, and  integration of mental health care in the 
diabetes care team. The ADA recommends routine screening for depression, anxiety, and eating 
disorders in children and adolescents with T1D from age nine to nineteen on a quarterly basis from 
diagnosis forward (Silverstein et al., 2005; Chiang et al., 2018). The ADA additionally recommends that 
mental health professionals be incorporated in the diabetes care team to ensure consistent ongoing 
mental health care, including prevention and early intervention efforts (Chiang et al., 2018). 
Screening Measures 
Few studies of mental health screening in children and adolescents with T1D have been 
conducted to date, despite the above mentioned standard of care recommendations; results of studies 
completed to date support the importance of screening interventions as a key component in supporting 
the psychosocial wellbeing of children and adolescents with T1D. A study conducted through the 
pediatric endocrinology center at Children’s Mercy Hospital and its affiliated satellite clinics, assessed 
the feasibility of implementing annual depression screening of all patients 12 to 21 years of age with 
T1D. The center achieved 75% completion rate in the first year (Marker et al., 2019). A frequent concern 
raised with respect to screening involves the absence of diabetes specific measurement tools (Cameron 
& Northam, 2012). Corathers et al. (2013) conducted a quality improvement study designed to evaluate 
the prevalence of depressive symptoms and / or suicidal ideation in adolescents with T1D through 
development and implementation of a standardized depression screening survey completed during the 
course of routine care. The group adapted the Children's Depression Inventory (CDI) to an electronic 
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version that integrated automatic scoring and transmission of results with guidelines and protocol for 
referral to social work or outpatient mental health care; immediate access allowed review results with 
patients and family during the course of the visit (Corathers et al., 2013). Rates of screening for 
depressive symptoms improved from <4% to 85% in the first year and remained steady in subsequent 
years (Corathers et al., 2013). 
Mulvaney et al., (2011) developed the Diabetes Behavior Rating Scale (DBRS), a self-report 
questionnaire, to assesses adherence and barriers to adherence with diabetes self-management in 
adolescents. The DBRS was validated as an accurate measure with documented internal consistency, as 
well as concurrent and predictive validity with respect to the Diabetes Self-Management Profile and 
hemoglobin A1C values (Mulvaney et al., 2011; Hilliard et al., 2017). The 37 item questionnaire elicited 
responses on a Likert scale focused on frequency ranging from never to always; items assessed 
adherence to recommended self-care tasks and potential psychosocial barriers to or promoters of 
adherence (Mulvaney et al., 2011). Identified barriers were organized into five main categories for ease 
of analysis (Mulvaney et al., 2011).  
Prevention and Intervention 
Quality of Life. The child or adolescent's perception of how T1D impacts their day to day life, 
daily functioning and lived experience comprises what health professionals refer to as health related 
QOL (Delamater et al., 2018). Perceived negative impact on physiological, social, or emotional domains 
correlates with lower reports of health related QOL (Hood et al., 2018). Assessment of QOL at routine 
diabetes care visits combined with discussion of assessment results with the provider, nurse educator, 
or other member of the diabetes team in a study of 46 adolescents resulted in decreased prevalence of 
disruptive behavior problems, increased level of participation in social and family activities, 
improvements in self-esteem, and modest improvement in glycemic control (Fogel & Weissberg-
Benchell, 2010). In another selective prevention study of health related QOL, participants aged 11 to 17 
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were assigned to treatment as usual or to routine treatment with the addition of educational sessions 
focused on the perceived effects of T1D on daily life, shared personal experience, peer support and 
problem solving skills (Fogel & Weissberg-Benchell, 2010). Educational sessions were supported by 
computer assisted follow up. Adolescents in the intervention group 14 years and older demonstrated 
significant gains in HRQoL measures (Fogel & Weissberg-Benchell, 2010).  
Finally, in a study of an indicated prevention intervention, adolescents aged 14 to 17 were 
assigned to either support group for teens with T1D or to motivational interviewing over the course of a 
year. At both study culmination and 1 year follow up, those teens assigned to integrated motivational 
interviewing intervention exhibited significant reduction in HbA1C, lower reported levels of diabetes 
related stress, lower levels of anxiety, increased satisfaction with life and positive perception of self 
(Fogel & Weissberg-Benchell, 2010).  
Self-Efficacy. Prevention efforts targeting self-efficacy utilized the coping skills training (CST) 
intervention, a modality demonstrated to have positive effects self-efficacy and esteem in youth with 
any chronic illness (Fogel & Weissberg-Benchell, 2010; Alvar et al., 2018). This solution focused therapy 
fosters self-agency and problem solving skills in navigating challenges inherent in selfcare of a chronic 
condition (Fogel & Weissberg-Benchell, 2010; Alvar et al., 2018). A selective prevention study enrolled 
77 adolescent participants aged 12 to 20 years of age in an intensive diabetes management program, 
half of which received treatment as usual, and half received the CST intervention. (Fogel & Weissberg-
Benchell, 2010). After 12 months, participants assigned to CST reported increased self-efficacy, 
decreased negative perception of diabetes impact on personal life, and improved HbA1C levels (Fogel & 
Weissberg-Benchell, 2010). A similar study provided CST to children with TID aged eight to 12 and their 
parents over six weekly sessions. Assessment of participants at three, six, and 12 months indicated 
improved QOL measures, decreased frequency, and severity of depressive symptoms. and improved 
self-efficacy in both children and their parents (Fogel & Weissberg-Benchell, 2010). 
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Supportive Family Interventions. A key area of needed prevention and intervention lies in 
family behavior and support (Hagger et al., 2016). Regardless of age of diagnosis, adolescence marks a 
key stage of needed family behavioral support given that the transition of parental control over care of 
diabetes to independent care of diabetes by the adolescent often proves challenging. Diabetes care 
frequently becomes the focal point of parent-child conflict, and the resulting family discord typically 
contributes to progression of depressive symptoms or exacerbates recurrence of depression (Ashraff et 
al., 2013). Critical elements of T1D care include support for family communication, conflict resolution, 
transition of care, and problem solving skills. Katz et al. (2014) conducted a randomized control trial 
comparing treatment as usual to monthly telephone outreach combined with family focused 
psychoeducation intervention. While Katz et al. (2014) conducted this study to analyze impact on 
glycemic control, the study revealed improved family collaboration, decreased diabetes related family 
conflict, improved QOL measures for both youth with T1D and their parents that persisted over the two 
year study duration. 
Several studies yielded improved glycemic control, decreased report of depressive symptoms 
and diabetes related stress and decreased perception of family conflict when both the adolescent and 
parents participated in Behavioral Family Systems Therapy adapted for T1D care (BFST-D) (Ashraff et al., 
2013; Hagger et al., 2016). Wysocki et al. (2006) analyzed a brief, clinic based behavioral family systems 
intervention targeting diabetes family conflict with positive results on QOL, decreased depression, 
increasing positive self-regard, and improved interpersonal relationships through facilitation of 
collaborative self-management and supporting both youth and parents in guided gradual release of 
responsibility with the goal of independent care with parental support. As noted by the ADA, parental 
involvement in the management of diabetes within a shared responsibility and gradual release 
framework results in improved metabolic outcomes (Jaser & White, 2011; Whittemore et al., 2014).  
Parenting styles that involve too little too much parental involvement in the management of diabetes in 
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adolescents results in poor adherence, worsening glycemic control, and unsuccessful transition to 
adulthood, and embedded psychiatric providers can support parents and adolescents in differentiating 
between supportive parenting and overprotective parenting measures with respect to diabetes care 
(Chiang et al., 2018). 
Coping Skills Training and Cognitive Behavioral Therapy. While research in the psychological 
domain of T1D self-management in children and adolescence is largely lacking, several randomized 
control studies yielded results demonstrating the effectiveness of CBT in reducing general and diabetes 
related stress, and the frequency and severity of depressive symptoms (Ashraff et al., 2013). Several 
studies indicate successful treatment of depressive symptoms and MDD in youth with T1D with CBT with 
concomitant improvement in diabetes selfcare and glycemic control (Jaser & White, 2011). Adolescents 
with depression, high perceived DSS, and low QOL who participated in an intensive diabetes 
management program combined with CBT and development of coping skills reported a decreased 
negative perception of diabetes and improved QOL at both end of treatment and 6 months follow up 
(Ashraff et al., 2013). 
Jaser et al. (2014) studied the effects of a form of cognitive thought challenging and 
restructuring defined as positive affective psychology as a clinic based psychoeducation intervention 
provided to parents and adolescents. Parents verbalized interest secondary to self identified difficulty 
coping with diabetes in adolescence and teens expressed interest secondary to their perception parents 
were overly involved, controlling or nagging (Jaser et al., 2014). Study outcomes demonstrated that a 
clinic based intervention focused on thought restructuring with the goal of a more positive regard of 
diabetes and diabetes selfcare tasks increased perceived QOL and adherence while simultaneously 
decreasing reported parent-child discord and reported symptoms of depression in both adolescents 
with T1D and their parental caregivers (Jaser et al., 2014). 
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The Best of Coping (BOC) program developed and implemented in Australia combines CST, 
cognitive restructuring, and problem solving through the lens of behavior modification (Serlachius et al., 
2012; Serlachius et al., 2016). The BOC has demonstrated efficacy in adolescents at risk for depression, 
adolescents with impaired coping skills, and youth with both comorbid psychosocial impairment and 
learning disorders (Eacott & Frydenberg, 2008). Adapted to and used with children and adolescents with 
T1D, study participants in the BOC arm of both trials demonstrated improved glycemic control, 
improved QOL, decreased family discord, and decreased negative self concept (Serlachius et al., 2012; 
Serlachius et al., 2016). Grey et al. (2000) compared outcomes in youth who received an internet based 
CST program with youth who received intensive diabetes management. Participants who received CST 
demonstrated improved glycemic control, self-efficacy, and QOL compared to those who received 
intensive diabetes management throughout the study and at one year follow up (Grey et al., 2000). In a 
similar study, Wei et al. (2016) found that the CBT intervention yielded improvement in locus of control, 
self efficacy, and QOL. Perhaps of greater importance, data from this study demonstrated persistent 
improvement in all quality measures over time in participants with lower depression scores, which 
speaks to CBT as a potential preventative measure (Wei et al., 2016).  
Implications and Recommendations 
Currently, routine TID care visits entail time with the Certified Diabetes Nurse Educator (CDE) 
and endocrinology provider, a doctor, nurse practitioner (NP / APRN) or physician assistant (PA), who 
manage diabetic medication regimens based on insulin pump and continuous glucose monitoring 
system data or downloaded glucometer logs; referral to social work and the registered dietitian occur 
when indicated, but are time limited to 15 minutes or less at the end of a visit (N. Schneider APRN, 
personal communication, August 1, 2018). The role of social workers in clinics such as the Barbara Davis 
Center is specifically focused on the management of T1D, adjustment to the illness in the early stage of 
diagnosis, connecting patients and their families with diabetes specific community resources, or 
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assistance in navigating the financial burden of diabetes care (N. Schneider APRN, personal 
communication, August 1, 2018). When the CDE or endocrine provider recognize the need for mental 
health support, social workers and dieticians in these centers carry such large caseloads that little to no 
time remains for urgent assessment, resulting in the recommendation to seek mental healthcare 
externally, or to see one’s PCP for referral (N. Schneider APRN, personal communication, August 1, 
2018). These recommendations rarely result in any collaboration between the diabetes and mental 
health clinics should the family succeed in establishing care.  
Given the shortage of child and adolescent psychiatric providers, along with a lack of comfort or 
proficiency with diabetes specific mental health concerns, it is likely that barriers to accessing outpatient 
mental health services not affiliated with the diabetes care clinic results in a number of youth with T1D 
receiving inadequate or no mental health services. All screening, prevention, and intervention measures 
discussed in this review took place at the time of routine diabetes care with the exception of computer 
or phone follow up. Rates of participation in and study completion remained high across all studies, 
suggesting a greater likelihood that youth with T1D will take advantage of mental health care services 
integrated in their routine diabetes care clinic. A follow up study on the successful engagement in and 
timeliness of mental health services for those children and adolescents referred to outpatient mental 
health services would be of benefit to this discussion. 
Given the improvement noted in depressive and anxious symptom incidence, severity, and 
duration, as well as in selfcare adherence with CST and CBT, it is imperative that diabetes care centers 
implement routine screening assessments and preventative interventions that combine CST and CBT 
(Grey et al., 2000; Serlachius et al., 2016). Such programs would promote adaptive coping in youth with 
T1D and their families, mitigating the development of maladaptive coping mechanisms that result in 
psychosocial dysfunction. Recommendations for future studies should include studies on the integration 
of cognitive behavioral interventions as a preventative measure implemented within the first 2 months 
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following diagnosis. The Psychiatric Mental Health Nurse Practitioner (PMHNP) is uniquely suited to 
providing this type of preventative care given their training in psychotherapeutic modalities and 
knowledge of medical care, pharmacology, pathophysiology, development over the lifespan, 
psychopathology or maladaptive behavior patterns, and family systems theory.  
During the integrated mental health component of routine diabetes care visits, the PMHNP 
could review and discuss results of screening assessments, identified risk factors, social and 
interpersonal challenges, perceived QOL, and / or observed symptoms of psychosocial dysfunction 
common in type 1 diabetic youth. While the DBRS was developed to better understand the relationship 
between adherence, barriers to adherence and glycemic control, inclusion in this literature review stems 
from the ability to correlate barriers with both risk factors and specific psychosocial dysfunction 
common in youth with T1D. As a result, the DBRS may be useful in identifying potential areas of 
psychosocial dysfunction. DBRS categories, survey items, reported prevalence from this initial study, and 
identified risk factors for psychosocial dysfunction are presented in Table 1. 
The PMHNP would simultaneously assess interpersonal communication patterns between family 
members present and provide early intervention to mitigate the family discord that frequently develops 
between parents or siblings and youth with TID. Studies on the integration of group CBT, group DBT 
and/or motivational interviewing as selective and indicated prevention measures provided to patients 
identified by agreed upon protocol and inclusion criteria might serve as an initial first step in this 
direction. The positive impact on long term diabetes related and psychosocial outcomes with the 
integration of mental healthcare provided by a PMHNP at each routine diabetes care visit would serve 
to decrease the workload on the endocrinologist, CDE, clinic social workers, and registered dieticians.  
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Table 1 
Barriers to Adherence and Prevalence Correlated with Risk Factors for Psychosocial Dysfunction 
Categories with survey items Prevalence Associated risk factor for psychosocial 
dysfunction 
Stress and burnout (with diabetes 
I feel burned out  
I feel angry or frustrated 
I feel stressed, anxious, overwhelmed 






Chronic acute stress, impaired self-
efficacy, impaired self-agency 
Risk for depression, acute stress 
response, PTSD, other affective disorder  
Time pressure and planning 
I am too busy outside of school 
I don’t like having to stop what I’m doing 
I forget to carry supplies 
I get hungry, don’t have time for required 
diabetes care measures  








Perceived lack of control, perceived lack 
of agency, heightened sensitivity to 
criticism, feeling judged, chronically 
overwhelmed 
Risk for anxiety, disordered eating 
behaviors, impaired distress tolerance, 
help seeking behavior, communication, 
and/or interpersonal relationships 
Social Support 
I feel like I do not have anyone to talk to about 
TID problems 
I feel all alone in dealing with my diabetes 
When it comes to TID, I have people who 






Withdrawal, isolation, abandonment, 
hopelessness impaired self-agency, 
external locus of control, impaired 
adjustment and/or helps seeking  
Risk for adjustment disorders, affective 
mood disorders, personality disorders 
Autonomy Support 
My parents usually want to hear my opinions 
about TID I 
My parents do not try to include me in diabetes 
decisions 







Lack of autonomy, perceived lack of 
control 
Risk for disruptive behavior disorder, 
maladaptive coping styles, risk taking 
behavior, adjustment disorder, parent-
child conflict 
Stigma 
Parties and social gatherings get in in the way of 
taking care of TID 
Restaurants are challenging for me 
I need to find a private place to take care of 
diabetes 
I try not to deal with diabetes in front of friends 
I have a hard time telling people I have diabetes 











Embarrassment, shame, ostracization, 
humiliation, being bullied, impaired 
sense of belonging and acceptance, 
withdrawal, isolation 
Risk for trauma response ASR / PTSD, 
affective mood disorders, anxiety 
disorders, dysfunctional interpersonal 
relationships, adjustment disorders 
Note: Adapted from the Diabetes Behavior Rating Scale in “Development and initial validation of the 
barriers to diabetes adherence measure for adolescents,” by S. Mulvaney et al., 2011, Diabetes Research 
and Clinical Practice, 94(1), p. (R) denotes reverse scored item. 
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Conclusion 
The importance of integrating psychiatric care into routine diabetes care cannot be overstated. 
The high cost of nonadherence, negative self-perception, psychosocial dysfunction and resulting 
metabolic dysfunction followed by increased emergency room visits, hospitalizations, and complications 
of diabetes over the long term is in itself an argument for integrated mental health services. While 
Cameron and Northam (2012) argue that the provision of mental health care to all children and 
adolescents with T1D is unmanageable, integration of preventive mental health services by a PMHNP 
would alleviate the additional time required of endocrinology specialists in assessing and treating 
complications of nonadherence attributable to mood disorder, maladaptive behavior patterns, family 
discord, anxiety disorders or dysfunction in interpersonal relationships. The improved adherence, 
positive QOL ratings, and positive adaptation to and acceptance of T1D would likely decrease the 
frequency of crisis management visits, and weekly / biweekly visits to manage nonadherence. 
The PMHNP can assist both youth with diabetes and family members in navigating the impact of 
diabetes on interpersonal relationships within the family via psychoeducation on the impact of diabetes 
self-management on psychosocial wellbeing, monitoring children and adolescents for signs of acute 
stress response or PTSD, and facilitating and fostering improved distress tolerance, a necessary skill for 
positive adaptation to and acceptance of T1D diagnosis. The PMHNP can accomplish this through 
preventative measures such as CBT, DBT and motivational interviewing adapted for age and diagnosis. 
Provision of these modalities as preventative interventions in a group setting increases access to peer 
support. which has been found of immense benefit in successful acceptance of and adaptation to a 
diagnosis of T1D.  
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